Breast and ovarian cancer are the second and fifth leading causes of cancer death, respectively, among women in the United States (1) . One in eight women will have breast cancer during their lifetimes, and one in 70 will have ovarian cancer. Mutations in two genes, BRCA1 and BRCA2 (BRCA1/2), are associated with predisposition for inherited breast and ovarian cancer and are identified in 5%-10% of women with breast or ovarian cancer (BOC) (2) . Since 1996, genetic testing for these mutations has been available clinically (3); however, population-based screening is not recommended because of the complexity of test interpretation and limited data on clinical validity and utility (1, (4) (5) (6) . Despite the test's limited applicability in the general population, the U.S. provider of clinical BRCA1/2 testing (Myriad Genetic Laboratories, Inc., Salt Lake City, Utah) conducted a pilot direct-to-consumer (DTC) marketing campaign in two cities (Atlanta, Georgia, and Denver, Colorado) during September 2002-February 2003. Although DTC advertisements have been used to raise consumer awareness about pharmaceuticals (7) , this was the first time an established genetic test was marketed to the public. To assess the impact of the campaign on consumer behaviors and health-care provider practices, CDC and the respective state health departments for the pilot cities and two comparison cities (Raleigh-Durham, North Carolina, and Seattle, Washington) surveyed consumers and providers. This report summarizes results of those surveys, which indicated that consumer and provider awareness of BRCA1/2 testing increased in the pilot cities and that providers in these cities perceived an impact on their practice (e.g., more questions asked about testing, more BRCA1/2 tests requested, and more tests ordered). However, in all four cities, providers often lacked knowledge to advise patients about inherited BOC and testing. These findings underscore the need for evidence-based recommendations on appropriate use of genetic tests and education of providers and the public to achieve maximum individual and public health benefit from genetic testing.
Women aged 25-54 years with personal or family histories of BOC and their health-care providers were target audiences of the DTC campaign. The campaign consisted of television, radio, and print advertising to raise awareness about BRCA1/2 testing and to motivate women to ask their providers how genetic testing might help assess BOC risk and guide them to effective medical management options. Providers received precampaign information and patient support materials (8) .
During April 21-May 20, 2003, a 51-question consumer telephone survey was conducted by using randomly generated household telephone numbers. Approximately 1,600 women were targeted for participation. Survey questions addressed family history, campaign awareness, interest in BRCA1/2 testing, cancer concerns, and interactions with health-care providers, family members, and friends. On May 1, 2003 , providers were mailed a 35-question survey and a monetary incentive. Questions surveyed knowledge of inherited BRCA1/2 mutations, campaign awareness, and perceived changes in practice subsequent to the campaign. Approximately 1,600 physicians were selected randomly from the American Medical Association master list to be proportionally representative of four specialties (i.e., family practice, internal medicine, obstetrics/gynecology, and oncology).
Consumer Survey
A total of 1,635 women completed the survey (participation rate: 45%); the majority (79%) were non-Hispanic white, with a median age of 40 years and more than a high school education (75%). Thirteen percent had a family history of BOC in a first-degree relative (e.g., parent or sibling). In the pilot cities, consumers were substantially more likely than those in the comparison cities to have heard of the test and to have seen a television, radio, or magazine advertisement; however, perceived knowledge about testing did not differ between consumers in the pilot and comparison cities ( Table 1) . No differences were observed between pilot and comparison cities in the percentage of women who reported talking to anyone about the test (Table 1 ) or in the level of concern about their risk for BOC. Among women who had heard of the test, interest in testing did not vary by city (Table 1 ). Among women who had heard of and were interested in the test, 20% had a first-degree relative with BOC, compared with 17% of women who had heard of the test but were not interested.
Provider Survey
A total of 1,054 providers completed the survey (participation rate: 66%); the majority (66%) were male, had been in practice for >10 years (62%), and evaluated <100 patients per week (65%). In the pilot cities, providers were more likely than those in comparison cities to report that they and their patients saw or heard an advertisement about genetic testing for BOC (Table 2) . When asked to compare the previous 6 months with the same period 1 year before, more providers in the pilot cities than in comparison cities reported an increase in the number of patients who had asked questions about testing, asked for genetic counseling referrals to consider testing, and requested testing. Providers in the pilot cities also reported ordering more tests but not more referrals to genetics or oncology centers (Table 2) .
Provider knowledge did not differ between the pilot and comparison cities. Fifty-two percent of providers were aware that a BRCA1/2 mutation can be inherited from either parent, and 46% knew that a woman with a sister with a known BRCA1 mutation has a 50% risk for inheriting the same mutation. Oncologists and obstetricians/gynecologists were more likely to answer knowledge questions correctly. The majority of providers believed that learning more about genetic testing for BOC risk was relevant to their practice.
Editorial Note:
The findings from the provider survey indicate that DTC advertisements might have motivated women interested in learning more about BRCA1/2 testing to talk to their physicians and request testing. Findings from the consumer survey suggest that women in the pilot cities were more aware of BRCA1/2 testing than those in the comparison cities. No evidence suggested an increased interest in the test among women most suited for BRCA1/2 testing (i.e., those having a first-degree relative with BOC). The demonstrated lack of provider knowledge underscores the need for additional education; providers in certain specialties were unprepared to address the complexities surrounding genetic testing for susceptibility to BOC. 
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Complexities of the BRCA1/2 test have been described (2, 4, 5) . Most BOC is not associated with BRCA1/2 mutations. Testing has been directed at women with a family history of cancer; however, even in this group, test interpretation is complex, and genetic counseling is recommended (4) (5) (6) . Women with an identified BRCA1/2 mutation have a substantially increased lifetime risk for BOC, but morbidity and mortality might be reduced through increased surveillance, chemoprevention, or prophylactic surgery (2) . To assess knowledge of genetic testing for susceptibility to BOC, CDC has funded a review of BRCA1/2 testing in women with a family history of BOC (9) and an assessment of the clinical utility of BRCA1/2 counseling and testing by the U.S. Preventive Services Task Force (10).
The findings in this report are subject to at least five limitations. First, information was not available for nonresponders. Whether responders differed from nonresponders with respect to demographics and other variables such as cancer family history is unknown. Second, because of the low consumer response rate (45%), a potential for bias might have been introduced; responders might have a different level of knowledge or interest in participating in testing or the survey. Third, the lag time between the campaign and the survey might not have been sufficient to allow those interested to pursue and complete testing. Fourth, quantifying the numbers of tests performed and appropriateness of testing was not possible because the information is proprietary and not available. Finally, objective data on the appropriateness of education, counseling, and tests ordered by providers are not available.
In the United States, regulatory oversight of genetic testing is limited, and no process exists for review of the accuracy and impact of advertising claims about validity and utility of genetic tests. However, translation of genomic discoveries to medical practice continues to yield new applications for diagnosis, promise for new disease treatments and preventions, and increased consumer interest and demand for genetic testing. Public health agencies should provide information about genetic tests to educate consumers and providers and protect consumers by ensuring the safe and effective use of genetic tests. Collaboration among public health agencies, health-care providers, the clinical laboratory/biotechnology industry, and professional organizations will be required to develop a systematic approach for evidence-based assessment of the clinical validity and utility of genetic tests, identify gaps in knowledge, and to determine test efficacy, utilization, and access through postmarket surveillance. Such partnerships will be needed to support public health responses as genomics becomes more integrated into health promotion and disease prevention.
Trichinellosis Associated with Bear MeatNew York and Tennessee, 2003
Trichinellosis is a parasitic infection caused by tissuedwelling Trichinella roundworms and is associated traditionally with ingestion of pork from infected domestic swine. As a result of improvements in swine production, trichinellosis has Serum specimens collected on the third hospital day for antibody testing of Trichinella and other helminths were reported negative by a commercial reference laboratory. A serum specimen collected on the 11th hospital day and sent to CDC for Trichinella antibody testing was positive by enzyme-linked immunoassay.
The New York State Department of Environmental Conservation (NYSDEC)'s Wildlife Pathology Unit recovered nine packages of bear meat from multiple bears from the patient's freezer and identified Trichinella spp. larvae in five of the seven packages examined. Muscle digestion with artificial gastric juice yielded 0.5-48.0 larvae per gram of bear meat. The remaining two packages of meat were examined by the U.S. Department of Agriculture (USDA), which identified Trichinella nativa by polymerase chain reaction (PCR).
Tennessee. In November 2003, the Tennessee Department of Health received a report of two cases of trichinellosis in persons residing in Claiborne County. In early October, a man aged 38 years and a woman aged 54 years were admitted to a hospital with 7-day and 14-day histories of fever, respectively, chills, headache, myalgias, arthralgias, and facial swelling. The man's WBC count was 14,600/mm 3 , with 24% eosinophils, 13% lymphocytes, and 2% monocytes. The woman's WBC count was 16,200/mm 3 , with 28% eosinophils, 13% lymphocytes, and 3% monocytes. Serum obtained from both patients tested positive for Trichinella antibodies, and both were started on a course of albendazole and corticosteroids. Both patients have recovered fully.
Questioning of the patients revealed that, in late August 2003, the man had shot a black bear (Ursus americanus) in Canada. The bear was field dressed, and selected meat was packed on ice for transport to Tennessee. On August 31, the man and woman prepared and cooked the bear meat on an outdoor grill for themselves and four other persons. The man and woman ate their steaks medium rare; the four others ate their steaks well done. The remaining meat was packaged for storage in a household freezer, and the family continued to consume the meat during September.
In December, samples of the bear meat were examined histologically at the University of Tennessee College of Veterinary Medicine. Numerous Trichinella larvae were observed encysted in characteristic hyalinized capsules in the striated muscle tissue ( Figure) . The larvae had diameters of approximately 30-35 µm, and the diagnostic morphology of the stichosome was apparent at high (400x) magnification. Editorial Note: Undercooked wild game has emerged in recent years as a predominant source for infection with Trichinella (2,3) (Box). During 1997-2001, of the 52 (72%) U.S. cases in which a source of infection was known or suspected, pork products were associated with 21 (40%) cases, and wild game was associated with 31 (60%), including 29 cases linked to bear meat (1). In Canada, the majority of trichinellosis outbreaks during the previous three decades were attributed to eating meat from wild animals (3).
FIGURE. Trichinella larva encysted in a characteristic
Increasing local bear populations combined with the popularity of bear hunting in the northeastern United States and Canada might contribute to increased cases of Trichinella infection. In 2003, in New York state, a record number of approximately 1,850 bears were reported killed by hunters (4) . NYSDEC provides information about trichinellosis and proper cooking instructions for wild game with each bearhunting license issued. However, the meat from hunted animals often is given away and eaten by persons who are unaware of the need to cook the meat thoroughly enough to kill larvae. Multiple exposures also can occur when bear meat is served at wild game parties. Whereas freezing at specified temperatures kills T. spiralis larvae in pork, T. nativa is a freezeresistant species that remains viable after freezing, even for months or years. The three cases described in this report were the result of eating improperly cooked bear meat infected with T. nativa.
Educational messages concerning the risks of eating meat cooked improperly do not always reach persons at risk for trichinellosis (2) . To prevent future cases of trichinellosis, health-education messages should target wild game hunters who are most at risk for Trichinella infection (3). Information on the parasite and proper cooking should be made available at points of wild game distribution, such as custom butchers and game meat processors. To prevent trichinellosis, consumers should be advised to monitor for an adequate cooking
BOX. Epidemiology, diagnosis, treatment, and prevention of trichinellosis

Epidemiology
• Zoonotic disease caused by nematode worms of genus
Trichinella.
• Animal reservoirs of infection include pigs, bears, seals, and numerous other omnivorous wild animals.
• Humans become infected through ingestion of meat containing infective larvae.
• Historically, pork was the most common meat source; however, in recent years, the majority of cases are related to ingestion of bear or other wild animal meat.
Clinical findings
• Disease is characterized by sudden appearance of diarrhea, fever, and muscle pain.
• Blood eosinophilia is a typical laboratory finding.
• Cardiac and neurologic sequelae occur in the most severe infections.
• Gastrointestinal symptoms can appear within a few days after ingestion of infected meat. Systemic symptoms usually appear approximately 8-15 days after ingestion.
Diagnosis and laboratory testing
• A working diagnosis is based on clinical findings (e.g., fever, muscle aches, and eosinophilia) and a history of eating raw or rare meat.
• Muscle biopsy indicating Trichinella larvae or serum antibody testing is essential for diagnosis.
• Antibody assays to confirm diagnosis are available through state health or commercial diagnostic laboratories.
Treatment
• Benzimidazoles (e.g., albendazole or mebendazole) are treatments of choice for symptomatic patients; efficacy dependent on early initiation of treatment.
• Corticosteroids alleviate symptoms of the inflammatory reaction.
Prevention and reporting
• Trichinellosis is a nationally notifiable disease; cases should be reported to state health departments.
• Prevention should focus on adequate cooking of meat.
• Additional information is available at http:// www.cdc.gov/ncidod/dpd/parasites/trichinosis/ default.htm.
MMWR July 16, 2004
temperature of 160° F (71° C) (1) and observe the color and texture of the meat during cooking. A change in color from red to dark gray throughout and a change in texture such that muscle fibers are easily separated from each other are indicators that meat has been rendered safe to eat (3, 5) . However, game meats such as bear are very dark, making interpretation of color changes difficult; for these, adequate cooking might be better judged by texture and temperature. USDA recommends a higher temperature to allow for different cooking methods (e.g., microwave cooking) that might result in uneven temperature distributions throughout the meat (6). Symptoms associated with classic trichinellosis from T. spiralis include fever, facial edema, myalgias, muscle swelling, and weakness. However, as demonstrated in the T. nativa cases described in this report, some of these symptoms might be absent. Eosinophilia typically is present in cases of trichinellosis, and elevated blood levels of muscle enzymes (e.g., LDH and CPK) also are common. Physicians should consider trichinellosis in any ill person with eosinophilia and a history of eating wild game. Suspected cases should be reported to state health departments.
Prevalence of Anemia Among Displaced and Nondisplaced
Mothers and ChildrenAzerbaijan, 2001
In the early 1990s, the war between Armenia and Azerbaijan over the Azeri region of Nagorno-Karabakh resulted in approximately 600,000 internally displaced persons* and 200,000 refugees † in Azerbaijan (1). After years of displacement and despite sustained humanitarian assistance, these internally displaced persons and refugees (IDP/Rs) are still coping with unfavorable living conditions and limited employment opportunities (2) . Results of a 1996 CDC survey in Azerbaijan revealed high rates of malnutrition and anemia among both the IDP/R and resident populations (3) and prompted further study of the nutritional status of these populations. This report summarizes results of a 2001 survey of IDP/R and non-IDP/R mothers and children with anemia in Azerbaijan. Findings indicated that more than one third of mothers and children were anemic, with no significant difference in the overall prevalence between IDP/R and non-IDP/R populations; however, among the IDP/R population, anemia was associated with various socioeconomic factors such as education, socioeconomic status (SES) § , and area of residence. Future studies should focus on identifying causes for the high rates of anemia in Azerbaijan and developing effective interventions such as iron supplementation and behavior modification.
Data for this report are from the Azerbaijan Reproductive Health Survey, 2001 (AZRHS01), the first nationally representative reproductive health survey in Azerbaijan, which was conducted with technical assistance from CDC at the invitation of the U.S. Agency for International Development (USAID) (4). AZRHS01 was a face-to-face household survey of a probability sample of 8,246 women aged 15-44 years; a total of 7,668 (93.0%) women responded. To examine differences between IDP/R and non-IDP/R women and children, the survey oversampled those regions heavily populated by IDP/Rs.
The survey also included a nutritional assessment module consisting of anthropometric (i.e., height and weight) and hemoglobin (Hb) measurements. This module was administered only to mothers with at least one child aged 3-59 months and to those mothers' children aged 12-59 months. A total of 2,206 mothers and 2,274 children were eligible to participate in this anemia substudy. Before fingerstick blood samples were taken, mothers were asked to provide written consent for collection of blood from themselves and their children. Trained personnel measured Hb levels on the HemoCue ® (HemoCue, Inc., Lake Forest, California) hemoglobin test system. * Persons who have fled their homes because of armed conflict or fear of persecution for reasons of race, religion, nationality, social group membership, or political opinion, and who have not crossed an internationally recognized national border. † Persons who have fled their countries because of armed conflict or fear of persecution for reasons of race, religion, nationality, social group membership, or political opinion. § Initially represented by a score based on household amenities and goods (e.g., telephone, indoor toilet, central heat, television, refrigerator, video recorder, automobile, cellular phone, uncrowded living conditions, and recreational home/villa). Scores ranged from zero (i.e., no amenities and goods) to 10 (i.e., all amenities and goods). Respondents with scores of <3 were classified as having low SES, and those with scores of >4 as having middle-high SES.
Mothers were informed immediately of their results and those of their children. Blood samples were collected from 1,913 (90.2%) mothers and 2,047 (89.7%) children. After respondents with missing Hb results or outlying levels (i.e., <6 g/dL or >17 g/dL) were excluded, the final sample consisted of 1,906 mothers (356 IDP/Rs and 1,550 non-IDP/Rs) and 2,017 children (373 IDP/Rs and 1,644 non-IDP/Rs).
Anemia was defined according to the 1998 CDC criteria (5) as an Hb level of <12.0 g/dL for nonpregnant mothers, adjusting for weeks of gestation for pregnant mothers ¶ . Among children, levels for anemia were age-specific (<11.0 g/dL for children aged 12-23 months and <11.1 g/dL for children aged 24-59 months). Survey results were weighted to adjust for the sampling design. Because <2% of the survey participants were refugees, data for refugees and IDPs were combined as one group (IDP/Rs). Data were analyzed by using SAS and SUDAAN. Two-sided t-tests were used to determine the difference in anemia prevalence between IDP/Rs and non-IDP/ Rs and among subgroups within those populations. Associations between sociodemographic variables and anemia prevalence were determined by using chi-square tests, which were calculated separately for the IDP/R and the non-IDP/R groups. All differences are statistically significant (p<0.05) unless otherwise noted.
The IDP/R and non-IDP/R mothers and children had similar sociodemographic characteristics, with the exception of housing arrangements (Table 1) . At the time of the survey, approximately half (48.5%) of the IDP/R mothers were living in temporary housing (e.g., public buildings, shelters, railroad wagons, and tents); 2% of non-IDP/R mothers were living in temporary housing. Among the IDP/R mothers, 44.2% had reported receiving humanitarian assistance (e.g., food supplies, household goods, clothing, and shelter) during the previous year.
Both IDP/R and non-IDP/R mothers had a high prevalence of anemia (39.0% and 40.1%, respectively) ( Table 2) . Anemia prevalence also was high among children, in both the IDP/R and non-IDP/R groups (35.5% and 33.2%, respectively). The prevalence of anemia did not differ significantly by IDP/R status among mothers or among children.
Anemia prevalence was significantly higher among IDP/R mothers with less than secondary education (64.2%), compared with non-IDP/R mothers (37.5%) with a similar level of education. Among IDP/R mothers, anemia decreased with higher education (64.2% for less than secondary, 37.5% for completed secondary, and 27.3% for technicum** or university education). Among IDP/R mothers, anemia prevalence also was associated with other socioeconomic factors, including living in rural versus urban areas (48.9% versus 31.9%); low versus medium-high SES (48.3% versus 27.4%); and receiving humanitarian aid (48.2% versus 31.2%).
For both IDP/R and non-IDP/R children, the prevalence of anemia decreased with age and was significantly higher for those whose mothers also were anemic (Table 2) . Within the IDP/R group, children living in households with low SES had higher levels of anemia than those living in medium-high socioeconomic households (41.0% versus 27.6%). Children who were stunted † † were more likely to be anemic than children who were not stunted (48.8% versus 32.8%). Editorial Note: The findings in this report indicate a high prevalence of anemia among both mothers and children in Azerbaijan, with no overall differences in prevalence between IDP/R and non-IDP/R populations. Similar high levels of anemia have been reported among women in neighboring central Asian countries (6) .
Iron deficiency is the leading cause of anemia in most developing countries and disproportionately affects groups with the highest iron demands (7, 8) . The pattern of higher levels of anemia among younger children and women of reproductive age in Azerbaijan, along with no evidence of high prevalence of hookworms, malaria, or other micronutrient deficiencies (e.g., vitamin A) suggests that iron deficiency is the most probable cause. However, additional assessments and research are necessary to determine the causes of the high rates of anemia in Azerbaijan more conclusively.
At least two factors might have contributed to the similarity in anemia prevalence between IDP/Rs and non-IDP/Rs. IDPs outnumbered refugees by approximately 10 to 1; unlike refugees, IDPs are part of the host population, sharing the same background characteristics, food preferences, lifestyles, and risk factors for anemia as the established population. In addition, nutritional deficiencies among the IDP/R population at the beginning of displacement might have attenuated because of the humanitarian aid provided for several years by USAID and other international agencies. ¶ For women 1-12 weeks pregnant, an Hb level of <11.0 g/dL was used. For women 13-40 weeks pregnant, Hb levels were 10.6, 10.5, 10.5, 10.7, 11.0, 11.4, and 11.9 g/dL for 16, 20, 24, 28, 32, 36, and 40 weeks, respectively. ** Technical vocational school.
† † Children with height-for-age Z-scores <2 standard deviations below the CDC/ World Health Organization reference. * Initially represented by a score based on household amenities and goods (e.g., telephone, indoor toilet, central heat, television, refrigerator, video recorder, automobile, cellular phone, uncrowded living conditions, and recreational home/villa). Scores ranged from zero (i.e., no amenities and goods) to 10 (i.e., all amenities and goods). Respondents with scores of <3 were classified as having low SES, and those with scores of >4 as having medium-high SES. † Includes public buildings (e.g., schools, farms, and factories), nongovernmental shelters, railroad wagons, mud houses, dugouts, and tents. § Defined as having a height-for-age Z-score <2 standard deviations below the CDC/World Health Organization (WHO) reference. ¶ Defined as having a weight-for-height Z-score <2 standard deviations below the CDC/WHO reference. ** Not applicable. Higher rates of anemia were found among IDP/R mothers receiving humanitarian aid, likely because aid was provided to those groups who were still not self-sufficient and at higher risk for anemia. The higher prevalence of anemia among other subgroups of IDP/R women and children (e.g., those in rural areas or with low SES) indicates the existence of more vulnerable groups within the general population. Special attention should be focused on improving the nutritional status of these groups through targeted interventions such as iron supplementation (7). In addition, iron fortification of staple foods like flour is a key public health intervention strategy that would benefit all mothers and children in Azerbaijan (7) .
Comparing the data from the present study with the 1996 study, by using the earlier 1989 CDC criteria for defining anemia (9), indicates no significant change in overall anemia prevalence either among children (43.5% in 1996 versus 35.6% in 2001) or nonpregnant mothers (36.1% in 1996 versus 40.2% in 2001) (3, 4) . The lack of improvement indicates a need to enhance health intervention programs in Azerbaijan by including nutritional counseling, micronutrient supplementation, and fortification of staple foods. Because anemia is more prevalent in younger children, interventions are particularly needed among children aged <24 months, including promotion of 1) exclusive breastfeeding, 2) commercial or in-home fortification of complementary foods, and 3) dietary practices that produce improvement of iron bioavailability.
The findings in this study are subject to at least four limitations. First, the CDC Hb levels used to define anemia are based on data from the National Health and Nutrition Examination Survey of the U.S. population. These levels are higher than World Health Organization (WHO) cutoff levels, which are used primarily for developing countries and might produce overestimates of anemia prevalence. Second, higher inherent variability in capillary blood-sampling techniques used for screening anemia might introduce errors in Hb estimates. Third, enough information on food history and dietary risk factors was not collected to assess whether iron deficiency was caused by low iron intake or other factors. Finally, information on other factors (e.g., inflammation or infection) that might affect Hb levels was not available. WHO considers anemia prevalence of >40% in a population as severe and warranting immediate public health action (7); certain subgroups of mothers and children in Azerbaijan had anemia prevalence of >40%. With prevalence at these levels, WHO recommends the following daily iron supplementation regimen: for children aged 6-23 months, 2 mg/kg body weight per day; for children aged 24-59 months, 2 mg/ kg body weight up to 30 mg per day for 3 months; for nonpregnant women of child-bearing age, 60 mg/day of iron and 400 µg of folic acid for 3 months; and for pregnant women, 60 mg/day of iron and 400 µg of folic acid daily throughout pregnancy.
National efforts to prevent iron deficiency should involve community, government, the private sector (e.g., food industry), and nongovernmental organizations to develop long-term strategies that incorporate behavior modification, food fortification, and integration of iron deficiency-control into ongoing public health programs. Surveillance systems should be implemented to monitor development of these strategies and track the success of interventions.
West Nile Virus ActivityUnited States, July 7-13, 2004
During the week of July 7-13, a total of 30 human West Nile virus illness cases were reported from four states (Arizona, California, Colorado, and Iowa). During 2004, a total of 10 states have reported a total of 108 cases of human West Nile virus (WNV) illness to CDC through ArboNET (Table, Figure) . Of these, 66 (61%) were reported from Arizona. Sixtyone (58%) of the 108 cases occurred in males; median age of patients was 52 years (range: 1-84 years); dates of illness onset ranged from April 23 to July 5; and three cases were fatal.
A total of 18 presumptive West Nile viremic blood donors (PVDs) have been reported to ArboNET. Of these, 17 were reported from Arizona, and one was reported from New Mexico. Of the 18 PVDs reported to ArboNET, two persons aged 66 and 69 years subsequently had neuroinvasive illness, and four persons aged 22, 51, 52, and 57 years subsequently had West Nile fever.
In On July 7, CDC was notified of an additional organ transplant patient at BUMC who had died of encephalopathy of Log on to cdc.gov/mmwr and enjoy MMWR performance.
unknown origin in early June. This case was detected as part of an ongoing review of transplant-patient autopsies. The patient, who had end-stage liver disease, had received a liver transplant at BUMC in early May 2004. The patient remained hospitalized with transplant-related complications and began having neurologic abnormalities in early June, progressing to seizure, coma, and death. On July 7, pathologists at BUMC identified intracytoplasmic inclusions, suggestive of rabies, in neurons in multiple areas of the brain. Specimens from the recipient were sent to CDC on July 7, and direct fluorescent antibody and immunohistochemical staining procedures confirmed the presence of rabies viral antigens in multiple areas of the brain, including the hippocampus, midbrain, pons, medulla, and cerebellum. Similar to the findings with the three previously known rabies-infected transplant recipients, preliminary antigenic characterization of the agent was consistent with a rabies virus variant associated with insectivorous bats. On July 8, CDC laboratory testing of tissues and serum from the donor who provided the liver yielded no evidence of infection with rabies virus.
Review of surgical procedures at BUMC determined that a segment of iliac artery recovered from the donor subsequently determined to have rabies had been stored at the facility for future use in liver transplants. This artery segment subsequently was used in the transplantation of the liver in the most recently identified rabies-infected recipient. Investigation of rabies transmission sources is ongoing, although current evidence suggests that the artery segment originating from the rabies-infected donor likely is the source of the latest rabies infection. Identification of contacts of this liver recipient is under way, and initiation of PEP when indicated or as appropriate is in progress. 
